A previously fit 71 year old woman was admitted to hospital with a one month history of temporal headache, fatigue, and jaw claudication. A few days later she developed right pleuritic chest pain and a productive cough. On examination she had bilateral temporal artery thickening, though the pulses were preserved, and signs ofa right pleural effusion. Laboratory findings included a haemoglobin concentration of 9 9 g/dl, a white cell count of 15 x 109/l (86% neutrophils, 11% lymphocytes, and 3% monocytes), a platelet count of 69 x 109/1, and an erythrocyte sedimentation rate of 126 mm in the first hour. Tests for antinuclear antibodies and rheumatoid factor gave negative results. The chest radiographs showed loss of the costophrenic angle and thickening of the oblique fissure on the right. Abdominal ultrasound examination showed no abnormality. Thoracocentesis yielded serous fluid that showed no specific features on microbiological or cytological examination. The pleural fluid white cell count was 3-2 x 109/1 (45% neutrophils, 5% lymphocytes, 8% hystiocytes, and 42% mesothelial cells); tests for antinuclear antibodies and rheumatoid factor gave negative results. Other laboratory data are shown in the table. A temporal artery biopsy specimen showed histological changes compatible with giant cell arteritis.
PATIENT 1
A 67 year old woman, previously symptom free, presented with a three month history of malaise, weight loss, shoulder girdle pain, frontoparietal headache, jaw claudication, cough, scanty sputum, and left pleuritic chest pain. On examination she had a tender, pulseless, slightly thickened right temporal artery, and decreased breath sounds and diminished vocal fremitus in the left lower chest. The haemoglobin concentration was 10-3 g/dl, white cell count 8-4 x 10/l (62% neutrophils, 30% lymphocytes, and 8% monocytes), and platelet count 520 x 109/1. Her The cytological findings in our patients were also non-specific. Although a low mesothelial cell count has been reported to suggest tuberculosis,'0 a high count is not associated with any particular disease.
A coexisting disease as a cause of the effusion is very unlikely, in our cases as in others, as the patients had undergone thorough clinical investigation, which showed no other abnormality, and substantial lasting improvement occurred with corticosteroids.
